Introduction

Patients and Methods
From January, 1975 , to December, 1984 1114 patients with gastric cancers were admitted to our surgical department. 753 males and 361 females were involved. The age range was 20 to 89 years, with a mean of 58.4 years for the males, and 56.3 years for the females. Of these, 1041 patients underwent surgical exploration. Gastric cancers in 894 (85.9%) patients were resected, but in 147 (14.1%) patients, the cancer could not be resected.
The operative mortality rate was 2.4%, occurring in 25 patients.
Among these cancers, upper gastric cancers were present in 190 patients of which 178 patients underwent surgical exploration.
Cancers in 159 (89.3%) patients were resected.
Cancers extending to the middle third of the stomach and squamous cell carcinomas were excluded from the present study.
Tumors were divided into 3 groups according to their extent of invasion. Upper gastric cancer with no invasion to the esophagus (Group C) occurred in 73, cancer with some esophageal invasion (Group C>E) in 76, and cancer with much esophageal invasion (Group C=E) in 10 patients (Fig.1) .
All resected cancers were pathologically staged according to the 1 TAKEDA, ET AL. The overall operative mortality rate was 1.9%, occurring in 3 patients. Leakage of the anastomosis was the main fatal postoperative complication.
As for operative mobility, major leakage was seen in 3.2% of the abdominal and in 4.5% of the thoraco-abdominal approaches. 
Survival
According to staging, the 5 year survival rate was 86% at stage I, 76% at stage II , 29% at stage 111 and only 6% at stage IV by the Kaplan-Meier method (1958) (Fig.2) .
The 5 year survival rate was 76% for tumors smaller than 4cm in diameter, and 31% for those between 4 and 8cm (Table 3) .
The 5 year survival rate was 75% for carcinomas without lymphnode metastasis (n0), and it was 61% for carcinomas with metastasis to the proximal nodes (n1). However for carcinomas with metastasis to the intermediate and distal lymphnodes (n2, n3 , n4), the 5 year survival rate was only 10% (Table 4) . invading the esophagus were radically operated on only by the abdominal approach with a 5year survival rate of 39%, while 38 were radically operated only by the thoraco-abdominal approach with a 5 year survival rate of 40% (Fig.3) .
No statistical difference was present between the approaches.
However, the thoracoabdom inal approach was used in patients with more extensive esophageal involvement or in a more advanced stage. Cardia cancers (the center of tumor is located within 2cm from the esophagogastric junction) are frequently associated with disturbed passage of food. Therefore, even when curability cannot be established by surgical resection, palliative resection is conducted.
If even palliative resection is judged to be difficult, esophageal intubation or a bypass operation is performed for palliation.
Gastrostomy or je junostomy is, in general, not performed because these procedures do not satisfy the patient due to the inability to ingest food.
Cancers confined to the upper third of the stomach (Group C) are approached solely by laparotomy without thoracotomy (abdominal approach).
In addition, cancers in Group C>E or C=E have also been approached mainly by laparotomy, when preoperative radiography and endoscopy reveal that the esophageal invasion is less than 1cm from the esophago-gastric junction. In such an instance, careful preoperative evaluation using endoscopic Lugor staining and biopsy is required for abnormalities at the oral side of tumor because of the presence of intramural metastasis in the esophagus. With the left axillo-antero-lateral thoracotomy, operative procedures can be carried out under direct inspection just below the bronchial bifurcation.
However, esophageal resection oral to the carina requires blind finger dissection of the upper thoracic esophagus. In rare instances, the cervical esophagus is anastomosed to a reconstructed colonic segment at the neck. The esophagus is transected at more than 5cm above the tumor to avoid positive microscopic cancer invasion at the esophageal stump (ow (+)). Lower mediastinal lymphnode dissection is completed at the same time, and the stomach is totally resected in advanced cancers. Other approaches such as transhiatal esophagectomy without thoracotomy are reported for cardia cancers (Gold Faden et al. 1986 ). Esophageal reconstruction using a remnant gastric tube or the colon after total gastrectomy has been attempted. Transhiatal esophagectomy has been considered advantageous in terms of low penioperative complications and mortality rates as compared to transthoracic esophagectomy. However, the transhiatal approach is not suitable for complete lymphnode dissection in the lower mediastinal area, and therefore cannot be recommended. have reported a significantly higher mortality in patients after radical lymphnode dissection and have advised against its routine use. Our results revealed that the operative mortality with the extended total gastrectomy was not higher than with the proximal subtotal gastrectomy, and thus supported the resuits of Papachristou et al. (1980) . Although the operative mortality of total gastrectomy has been reported to be 10 to 20% (Hassler et al. 1986 ), in our series it was only 1.9% with no differences in operative procedures and approaches. Therefore, extended total gastrectomy is considered to be a relatively safe operation and, in addition, enables us to perform curative resection for advanced cancers of the upper third of the stomach. Together with extended gastrectomy, complete lymphnode dissection is desired to obtain a higher cure rate for the stomach cancer, and thereby to achieve a better prognosis.
Conclusion
17% of gastric cancers occurred in the upper third of the stomach, and 54% of these upper gastric cancers had invaded the esophagus. For cancers of the gastroesophageal junction, two approaches for surgical resection were employed. A thoraco-abdominal approach was used for cancers at a more advanced stage with more extensive esophageal involvement, while an abdominal approach was used for less advanced cancers. However, the overall survival rate was similar for both procedures. This is probably due to a more complete lymphnode dissection that care be accomplished by the thoraco-abdominal approach. It can be conclude from this study that the thoraco-abdominal approach should be used for carcinoma of the gastro-esophageal junction with extends more than 1 cm into the esophagus. 
